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1. Introduction 

The International Health Regulations (2005) entered into force worldwide 

in June 2007. The Regulations cover many rights and obligations for all 

States Parties, including the obligation to notify the World Health 

Organization (WHO) and the verification of certain public health events 

and risks; the application of health measures to international travellers, 

trade and transportation; sanitary requirements at international seaports, 

airports and ground crossings; and the development of core capacities for 

surveillance, response, laboratory, risk communication and public health 

emergency preparedness. 

For full and efficient implementation of these IHR (2005) rights and 

obligations, all States Parties also need an appropriate legal framework to 

support and enable all their relevant functions. For this reason, States 

Parties to the IHR (2005) are strongly encouraged to undertake an 

assessment of relevant existing legislation, regulations and administrative 

requirements in all areas covered by the IHR (2005) to determine whether 

revision or adoption of new legal instruments may be appropriate. 

The contexts and procedures concerning national legislation being 

very specific to each country’s own governance, legal, health organization 

and political set up, and legislative processes to revise or adopt new 

legislation taking a substantial period, each State Party needs to take full 

ownership of these processes.  

The regional workshop on public health legislation for international 

health regulations (2005) was held on 20–22 March 2013 in Yangon, 

Myanmar in response to country requests for guidance on how to 

implement requirements for the assessment of national laws to support the 

IHR (2005).   
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2. Inaugural session and opening remarks 

The workshop was inaugurated and addressed by Her Excellency  

Dr Daw Thein Thein Htay, Deputy Minister for Health, Myanmar.  

Dr Krongthong Thimasarn, Acting WHO Representative to Myanmar, read 

a message from Dr Samlee Plianbangchang, the Regional Director of the 

WHO Regional Office for SouthEast Asia, in which he highlighted the need 

for an appropriate legal framework to support and enable all relevant State 

Party functions for full and efficient implementation of the IHR (2005) rights 

and obligations, as well as the context and procedures concerning national 

legislation that are specific to each country’s own governance, legal, health 

organization and political system.  

Dr Richard Brown, Regional Adviser for Disease Surveillance and 

Epidemiology unit, WHO Regional Office for SouthEast Asia, introduced 

the participants and explained the objectives of the meeting.  

Dr Soe Lwin Nyein, Director-General, Disease Control, Department of 

Health, Ministry of Health, Myanmar; Dr Pasakorn Akarasewi, Director, 

Bureau of Epidemiology, Department of Disease Control, Ministry of Public 

Health, Thailand; and Professor Be-Nazir Ahmed, Director, Disease Control 

and Line Director, Communicable Disease Control, Bangladesh were 

elected as Chairperson, Co-Chairperson and Rapporteur of the meeting, 

respectively. 

3. Objectives 

The primary objective of the workshop was to: 

 augment the regional capacity of Member countries in 

harmonizing national laws with IHR (2005).  

The specific objectives were to: 

 review the current status of regional policies, legislation, 

regulations, administrative requirements and other government 

instruments for support of IHR (2005) implementation; 

 identify key gaps; 

 discuss elements of IHR (2005) national policy that need to be 

developed and adopted in support of implementing structures 

and resource allocations; and 

 suggest the way forward.  
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4. Proceedings 

4.1 Overview on IHR (2005) implementation in the South-East 

Asia Region 

The emerging and re-emerging communicable diseases are clearly a 

potential hazard to public health in the South-East Asia Region. The 

outbreaks of severe acute respiratory syndrome (SARS) and avian influenza 

had a key role in the way that the IHR (2005) and their implementation 

would be shaped. There is also an increase in antimicrobial resistance, 

which is a cause of major concern. The Region has one of the highest 

numbers of natural disasters, i.e. typhoon, earthquake, etc. In addition, 

there is an increasing incidence of and recognition of chemical or toxic 

events. Changes in demographics, rapid development, increasing travel and 

industrialization, and climate change are contributing factors for which 

appropriate responses for IHR (2005) need to be in place for all countries in 

the Region. 

The SouthEast Asia Region is significantly diverse in terms of size of 

population, infrastructure, sociocultural norms, government systems 

(centralized vs devolved authorities) and industrialization (with several 

nuclear powers).  

Recent new approaches under the IHR (2005) emphasize not only 

control at the borders, but also containment at the source. This includes 

appropriate responses to diseases and a broad range of threats from pre-set 

measures to a risk-based assessment and response. 

National focal points (NFP) in various countries are charged with these 

issues. NFP, which by definition is an institution, facilitates sharing of 

information between WHO and Member countries. In addition, there are 

WHO contact points in Regional Offices, IHR Department in WHO 

headquarters, and a mechanism for annual reporting to the World Health 

Assembly. There is also an IHR Emergency Committee and an arrangement 

for a review process; i.e. that which was employed during the pandemic 

influenza (H1N1) in 2009. In addition, there is a secure website; the Event 

Information System for sharing of information which all NFPs can access. 
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Two very important aspects in IHR (2005) implementation are a 

requirement for countries to (1) report a public health event and (2) 

establish capacities to detect and respond to public health events. For the 

former, a potential public heath event of international concern (PHEIC) 

needs to be reported to WHO. Standard decision criteria on whether to 

report an event have been established. 

IHR (2005) requires all State Parties to establish eight core capacities 

namely (1) national legislation, policy and financing; (2) coordination and 

NFP communications; (3) surveillance; (4) response; (5) preparedness; 

(6) risk communication; (7) human resource capacity; (8) laboratory, 

including general obligations required at Points of entry (PoE) and 

mechanisms to detect, and response to hazards related to food safety, 

zoonotic events, chemical events and radiological events, by 15 June 2012. 

However, all 11 South-East Asia Region Member States requested an 

extension for implementation of core capacities until 15 June 2014. 

Progress on IHR (2005) implementation was discussed at the Health 

Ministers’ meeting on 4 September 2012 in Yogyakarta, Indonesia and the 

meeting identified public health legislation, PoE and chemical/radio-nuclear 

safety as regional priorities for augmentation of core capacities.  

Region-wise, the average attribute scores for most core capacities are 

relatively moderate to high, except for chemical and radio-nuclear 

capacities that are low: 29% and 26%, respectively. The technical capacity 

in the Region for both areas is relatively limited, and therefore, it is 

necessary to strengthen capacities in these areas. It will be especially 

important to further engage and strengthen collaboration with other sectors. 

There are already some existing regional/bi-regional strategic 

frameworks that are very useful for planning and implementation of IHR 

(2005) such as; AsiaPacific Strategy for Emerging Diseases, AsiaPacific 

Strategy for Strengthening of Health Laboratories, South-East Asia Region 

Benchmarks for Emergency Preparedness and Response, and Regional 

Strategy for Food Safety.  
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4.2 International Health Regulations (2005): Legal and legislative 

contexts for national implementation 

The World Health Organization is a United Nations Specialized Agency for 

International Health that was established in 1948 (treaty). There are 

currently 194 Member States. The main governing body is the World 

Health Assembly of Member States.  

The International Health Regulations (IHR) are mandated under 

Article 21 of the WHO Constitution. The fourth World Health Assembly 

adopted the first IHR in 1951 and the current version is IHR (2005). The 

IHR (2005) is a global, legally binding instrument aimed at protecting 

countries against the international spread of disease. 

The following needs to be borne in mind in the context of developing 

a legal framework for IHR (2005). The terms ‘legislation, regulations and 

other administrative instruments’ (at times shortened to ‘legislation’) are 

used to refer to the broad range of legal, administrative or other 

governmental instruments which may be available for State Parties to 

implement the IHR (2005). Such instruments may thus not be limited to 

those adopted by the legislature. More specifically, the term ‘legislation, 

regulations and other instruments’ are construed to include: 

 legally-binding instruments, including constitutions, legislation, 

decrees, acts, orders, ordinances and regulations 

 legally non-binding instruments, which may include guidelines, 

standards, operating rules, or other non-binding administrative 

procedures or rules 

 other types of instruments, which may not fall clearly in either 

above-mentioned category, such as governmental protocols 

 committee resolutions or other similar actions, as well as 

intersectoral, interdepartmental, interministerial or 

intergovernmental agreements, i.e. agreements between or 

among subnational (e.g. state, provincial, regional and local) 

authorities. 

It may be noted that the above descriptions and categories, and their 

relevant characteristics, vary substantially among State Parties depending 

upon the particular governmental, legislative, administrative, and 
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sociopolitical contexts. Moreover, the terms ‘national’ or ‘domestic’ refer to 

all governmental levels, both national and subnational (e.g. state, provincial, 

regional, and local). 

The revision of IHR (2005) took over 10 years, comprising intensive 

negotiations and with more than 500 registered delegates. The major issues 

are (1) the threat of emerging infectious diseases; (2) other risks (e.g. food, 

zoonosis, chemical, radio-nuclear, unknown future risks); (3) the effects of 

globalization such as international movement of travellers, trade, transport 

and their related health risks; (4) the need to develop related minimum 

public health capacities in all countries; and (5) the need to update public 

health documents and regulatory requirements in international trade, travel 

and transport. 

The IHR (2005) requires WHO to put in place measures for (1) global 

public health surveillance, assessment, coordinated response and support to 

States; (2) sharing public health information on key events and risks with 

States; (3) supporting and coordinating capacity building nationally and 

internationally; and (4) coordinating in public health emergencies of 

international concern. The IHR (2005) also requires State Parties to  

(1) report (and verify) to WHO IHR (2005) related public health events and 

risks, (2) establish core public health capacities for surveillance and 

response, particularly at points of entry (PoEs), (3) implement public health 

measures for international transport, trade and travellers, and (4) maintain 

national IHR focal points to coordinate internally on IHR events and with 

WHO. 

In 2005, resolution WHA58.3 on revision of International Health 

Regulations was adopted unanimously by Member States at the fifty eighth 

WHA and entered into legal force worldwide in 2007 with 195 IHR State 

Parties (194 WHO Member States). 

IHR (2005) required that Member State parties must develop specific 

public health capacities "as soon as possible" but no later than 15 June 2012 

(or 8 August 2012 for India) including public health surveillance and 

response at certain PoEs. Additional extensions may be availed by Member 

States until 2014/2016 (exceptional contexts). 

It was also mandated that once the World Health Assembly adopts the 

revised IHR (2005), all WHO Member States who do not formally opt out 

within 18 months (by sending an official reservation or rejection to the 
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Director-General) will be legally bound by it. The deadline for Member 

States to reserve or opt out of the IHR (2005) expired at the end of 2006. 

India and the United States of America (USA) are the only two countries 

that sent reservations. No country opted out or rejected the revised IHR 

(2005) as a whole, and hence all WHO Member State became State Parties 

in 2007. 

Various resolutions of the World Health Assembly have urged 

Member States to take all appropriate measures pending entry into force to 

further the purpose and implementation of IHR (2005), including the  

development of public health capacities, legal and administrative provision 

(WHA58.3) and to initiate processes for identifying/addressing 

administrative and legal constraints for the timely implementation of the 

IHR (2005) with a view to promoting intersectoral participation (WHA59.2; 

2006).  

The main purpose and scope of IHR (2005) is to prevent, protect 

against, control and provide a public health response to the international 

spread of disease in ways that are commensurate with and restricted to 

public health risks, and which avoid unnecessary interference with 

international traffic and trade (Article 2). 

IHR (2005) proposes that all countries establish legal frameworks that 

focus on borders, as well as containment at source and development of 

core public health capacities. The focus includes not only a disease list, but 

a broad range of public health risks. Thus, IHR (2005) is not limited to a few 

health measures for specified diseases, but has generalized rules and risk 

assessment that may be invoked depending on the context of each event. 

The special characteristic of IHR (2005) is that its scope and coverage 

as a binding international instrument is truly global, with a coverage of 195 

State Parties (soon to be 196); it has very broad scope and coverage of 

diseases and risks, including public health surveillance and response, and  

regulation of international air, sea, ground traffic; it also addresses national 

public health capacities. It includes general and specific provisions for both 

rights and obligations of State Parties and a wide range of legal provisions, 

including mandatory and advisory provisions as well as permissions.  
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Under IHR (2005), public health events of international concern could 

be  

 diseases: “an Illness or medical condition, irrespective of origin 

or source, that presents or could present significant harm to 

humans” or  

 events: “a manifestation of disease or an occurrence that creates 

the potential for disease”.  

The events or risks may be: 

 biological/infectious, chemical, radio-nuclear  

 known or unknown, emerging or re-emerging  

 transmissible by vectors, persons, goods/cargo, environment, etc.  

 arising naturally, accidentally or otherwise 

 covered by multiple ministries, departments, agencies, levels. 

The areas and government functions related to IHR implementation 

include; health, environment, ports, airports, ground crossings, customs, 

food safety, immigration, security, agriculture (and animal health), 

radiological / nuclear activities, chemical related activities, international 

transport/trade/travel, human rights, industry/commerce and 

communication and dissemination of health information.  

Key obligations of State Parties are: 

(1) establishment and operation of national IHR focal points; 

(2) intersectoral coordination and communication on public health 

events throughout the country, including all relevant ministries, 

sectors and governmental levels; 

(3) public health operations such as surveillance, assessment and 

response of events and risks; 

(4) minimum core public health capacities developed in all 

countries; 

(5) notification, reporting and verification to WHO concerning 

urgent public health events and risks (within 24 hours); 
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(6) provision of services and facilities at international ports, airports 

and ground crossings; 

(7) requirements for applying public health measures to 

international travel, transport and trade; and  

(8) implementation of international documentation required for 

travel and transport. 

It is mandatory for State Parties to follow activities for notification, 

reporting and verification to WHO for the following events:  

(1) all cases of four diseases: SARS, smallpox, wild-type poliovirus or 

new subtype human influenza (in accordance with WHO case 

definition, notification to WHO within 24 hours of assessment); 

(2) all events which fulfil at least two of the following four risk 

criteria: 

 events with potentially severe public health impact 

 unusual or unexpected events  

 events having significant risk of international spread 

 significant risk to international trade or travel restrictions. 

(3) public health risks in other countries within 24 hours as 

evidenced by imported/exported human cases, infected vectors 

or contaminated goods; and 

(4) verification to WHO upon request of unofficial reports of above 

kinds of cases/events. 

The national IHR focal point is defined as a "national centre, 

designated by each State Party, which shall be accessible at all times for 

IHR communications with WHO IHR Contact Points”. 

The national IHR focal points are responsible for sending to WHO 

IHR contact points urgent communications concerning implementation of 

the IHR and disseminating IHR information to, and consolidating related 

input from, relevant sectors of the administration including surveillance and 

reporting, PoEs, public health services, clinics and hospitals, other 

governmental departments. This process requires authority and intersectoral 

coordination throughout state.  
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The examples of additional functions of the national IHR focal point 

as determined by each country are:  

 collaborating on a risk assessment with WHO on public health 

risks or events; 

 coordinating risk assessments in country on public health risks or 

events; 

 providing other IHR information within country, such as IHR 

requirements; 

 involving WHO in assessments, action plans and other aspects of 

development of required core public health capacities; and  

 intercountry/regional exchange of key public health information. 

In order to facilitate exchange of information, providing access 

to the secure WHO Event Information Site to NFPs (with 

restricted information on events and risks in other countries, and 

additional information). 

All State Parties are required to develop adequate capacities for the 

eight IHR core capacities (legislation and policy, coordination, surveillance, 

response, preparedness, risk communications, human resources and 

laboratory) at designated PoEs (international ports, airports and ground 

crossings). This includes developing capacity for potential hazards 

(biological, infectious, zoonosis, food safety, chemical, radio or nuclear) at 

all levels (national, intermediate and peripheral/community) and 

throughout the national territory. The capacity needs to be created and 

coordinated throughout all levels of government and in all relevant 

governmental sectors.  

Under IHR (2005), there are regulations and requirements for public 

health measures that are applied by countries to international traffic such 

as: 

 requirements for international travellers for examinations, 

procedures, isolation/quarantine, vaccination, prophylaxis, the 

International certificate of vaccination or prophylaxis (yellow 

booklet), rights of travellers subject to health measures and 

restrictions on charges to travellers for health measures,  

 international ships, aircraft, motor vehicles for inspections, 

sanitary measures, isolation/quarantine, disinfection, etc., and  
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 IHR health document requirements for international shipping 

and air transport, ship sanitation certificates and/or maritime 

declaration of health, and aircraft general declaration. 

4.3 Assessment of status of national legislation for IHR (2005) 

implementation 

All countries have existing legal frameworks that support many IHR (2005)-

related functions. However, IHR (2005) has many requirements that were 

not considered when the legislation was initially adopted. Thus countries 

may need to assess and compare IHR provisions with existing national legal 

frameworks to identify gaps, conflicts or other concerns and decide if these 

need to be addressed. Their decisions may require ‘no action’, ‘revision’ or 

‘new legislation’. Countries may want to develop, adopt and implement: 

new or revised legislation according to their needs. The assessment process 

provides the opportunity to update or clarify aspects of existing legal 

frameworks and institutionalizes authority, mandates and responsibilities. 

Each State Party needs an adequate legal framework to support and 

enable full implementation of IHR (2005), and it is up to each State Party to 

take necessary action in light of its own legal, governance, political and 

social contexts.  

The benefits of national legislation for IHR (2005) implementation 

include: 

(1) enabling full and efficient implementation by providing the 

necessary legal basis and authority for IHR functions of States; 

(2) institutionalization and strengthening of critical public health 

functions and sectors in the government; and  

(3) establishing the necessary framework for coordination and 

continuity among all entities, sectors and levels involved in 

implementation.  

Legislative assessment and implementation must include all relevant 

sectors. The ministries and sectors involved in a public health event or risk 

will depend upon its nature as well as the governmental structure of each 

State Party. Functional areas affected by IHR (2005) are public health, 

environment, international ports, airports, ground crossings (including 
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quarantine), customs, food safety, agriculture (including animal health), 

radiation safety, chemical safety, transportation (including dangerous 

goods), collection, use and disclosure of health-related information, and 

public health-related activities of authorities or other relevant government 

entities. The affected ministries, departments and agencies include: health, 

environment, transportation, borders/ports/airports/customs, energy, 

agriculture/food, trade, industry, communications, disaster management 

and response, interior, foreign affairs, and executive and/or municipal, 

subnational or local offices. 

In the assessment context, ’legislation’ includes all legal, administrative 

or other governmental instruments available to address a particular legal 

need, including: legally-binding instruments at all levels (e.g. decrees, 

parliamentary legislation, ordinances, regulations, administrative 

requirements, mandatory rules or standards); legally non-binding 

instruments (e.g. guidelines); and other types of instruments (e.g. 

resolutions, agreements etc.) It includes instruments from the highest levels 

of government down to the most specific operations carried out by 

individual personnel. 

The process of IHR (2005) assessment and revision for national 

implementation includes: 

(1) consideration of how to implement the IHR in light of the needs 

of the country;  

(2) preparatory actions for legislative assessment; 

(3) assessment of existing legislation and follow-up as appropriate; 

and  

(4) employing provisions of legislation in force. 

Lessons learned in public health legislative assessment and revision are 

as follows: 

 Intersectoral communications are very important, as other 

units/institutions may also be doing assessments or revision of 

legislation that may be relevant to IHR.  

 Proposed IHR-related legislation must be legally and practically 

customized according to the countries of specific legal and 

governance systems and sociopolitical context.  
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 Consideration must be given to expedite the legal processes that 

are most urgent.  

 Involvement of all relevant sectors, offices and levels early in this 

process can save time and avoid obstacles later. 

Additional practical considerations should be given to emergency 

legislation (which is often faster to adopt), administrative regulations (often 

faster and has fewer legislative procedures), non-legislative guidelines or 

standards (similar advantages to the above, in addition to being more 

flexible), and non-legislative agreements or arrangements (e.g. for 

intersectoral links; same potential advantages).  

WHO provides guidance and tools for implementing IHR (2005) in 

national legislation, including: 

(a) brief introduction (includes information in presentation, and 

more detailed discussion); 

(b) main toolkit for implementation in national legislation (includes 

an introduction, questions and answers, detailed explanations; 

the Reference and Assessment Tool, which includes examples of 

IHR-related legislation adopted by other States; 

(c) national IHR Focal Point Toolkit, which includes a description of 

all mandatory and optional functions and, model legislation for 

designating or establishing NFP, examples of NFP-related 

legislation adopted by other States; and  

(d) a summary worksheet for rapid assessment of IHR (2005) 

implementation in national legislation. 

5. Country experiences 

5.1  Bangladesh 

The IHR national focal point (Director, Disease Control, Directorate-

General of Health Services) has been designated by the Government of 

Bangladesh. The IHR committees at the national level and coordination 

committees at the designated PoE were formed. The Institute of 

Epidemiology and Disease Control Research has been identified as the IHR 
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Focal Technical Institute for the country, and it conducts surveillance of 

diseases of public health importance. Assessment of core capacity for 

implementation of IHR (2005) at health facilities and PoEs were conducted 

in 2009 and 2011. 

The country has undertaken the following: 

(1) developed IHR (2005)-related strategies, a guideline, action 

plans, a manual, standard operating procedures for management 

of PHEIC at PoEs; 

(2) built capacity for IHR (2005) implementation by conducting 

training and workshops; 

(3) reviewed and assessed national legislation, regulations and other 

instruments for IHR (2005) implementation; 

(4) designated Shahjalal International Airport, Chittagong Sea Port 

and Benapole Land Port as IHR designated PoEs; and  

(5) drafted a new law with respect to the implementation of IHR 

(2005). 

The country has national plans for disease surveillance and IHR, a 

plan for a national health emergency response, guidelines for wild polio, 

influenza with novel virus, SARS and smallpox, and a designated national 

focal point. Although the country does not have legislation for 

implementation of IHR (2005), the national policy for entry/exit control 

related to IHR (2005) has been drafted. 

The current proposed acts are as follows: 

(1) Protection of Public Health from Communicable Diseases Act, 

2012 

(2) Prevention and Control of Communicable Disease (Malaria and 

others) Act, 2013.  

Committees and institutions related to IHR include the National 

Coordination Committee, the National Technical Committee, the 

Coordination Committee at the Directorate-General of Health Services 

(DGHS), the National IHR Focal point, the National IHR Technical Focal 

Institute, the coordination committees at PoEs, and focal hospitals. 
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The international components of the current national legislation are 

related to measures and regulations to prevent the outbreak or spread of 

disease, inspection and segregation of person(s) suspecting to be infected 

with a communicable disease, inspection of any ship or vessel leaving or 

arriving at any port in Bangladesh and for such detention thereof, or of any 

person to sail therein, or arriving thereby, as may be necessary. 

Priority areas for revision of national legislation are reporting of 

disease or event of PH concern and empowering related personnel for 

application of the law. 

Issues and challenges in implementing IHR include the following: 

 Administrative, collaborative and legal issues 

 development of a specific national plan for multisectoral 

public health emergency preparedness and response; 

 approval of a draft law for implementation of IHR (2005); 

and 

 allocation of funds for some activities under different heads 

(but no separate head as such for IHR has been created).  

 Laboratory capacities 

 lack of capacity for detecting avian influenza H5N1 or 

A/H1N1 (2009), Nipah virus, polio or anthrax at district 

level; and 

 no laboratory networking between human and animal 

health, and no intercountry agreement for laboratory 

networking. 

 Infection control and prevention 

 no national infection control committee or national focal 

point for infection control. 

 Core capacities of Points of Entry (PoEs) 

 building of minimum core capacity at designated PoEs as per 

IHR (2005) in 2014; 

 no agreement between Bangladesh and neighbouring 

countries concerning prevention and control of disease at 

PoEs; 
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 very few trained personnel for the control of vectors and 

reservoirs in and near PoEs; 

 no entry/exit control tools at majority of the PoEs; 

 no veterinary facilities for assessing potentially 

contaminated/infected animals at all PoEs; and 

 no established practices for submission of health-related 

issues related to the Aircraft General Declaration by the 

captain/crew member to the airport authority, in the case of 

aircraft arriving from an infected area. 

The priority activities are enactment of the revised law, advocacy, 

awareness-raising and orientation on the law, and application of the law 

with financial support from the government to the responsible 

unit/department.  

5.2 Bhutan 

According to the National Health Policy 2011, Bhutan shall implement the 

IHR (2005) through a multisectoral approach by liaising and collaborating 

with relevant national and international agencies. All health facilities will 

provide a system of emergency for (1) disasters, (2) epidemic outbreaks,  

(3) mass casualty, and (4) routine emergencies. The services shall be 

supported by appropriate transport facilities, safe health infrastructures and 

competent emergency medical teams. National emergency preparedness 

plans shall be maintained and appropriate resources provided at all levels to 

respond rapidly and effectively to all health-related emergencies of national 

and international concern. 

Current national legislation that addresses international concerns 

includes the following: 

(1) Disaster Management Bill of Kingdom of Bhutan 

(2) Health Sector Emergency Contingency Plan 

(3) Executive Orders 

(4) Livestock Act 

(5) Food Act 
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(6) Waste Prevention and Management Act and Regulations 

(7) Forest and Nature Conservation Act. 

The Ministry of Health is in the process of drafting the National Health 

Act, which will have a separate section on IHR (2005) and incorporate all 

health-related laws into one act. 

The IHR component was incorporated in the draft Eleventh Five-Year 

Plan (July 2013– June 2018) and the annual Work Plan (July 2013–

June 2014) to be endorsed by the national government. 

5.3 Democratic Peoples’ Republic of Korea 

To fulfil IHR (2005) requirements for core capacities, the country has 

undertaken the following activities. 

 In 2010, the national guideline for IHR implementation was 

developed. 

 In 2012, the border sanitary quarantine law was revised and 

approved by Cabinet. 

 In 2012, 11 guidelines and reference books were revised and 

developed. 

 In 2012, a request for a two-year extension according to Article 

5.2 of IHR (2005) was submitted. 

 In February 2013, the Law on Prevention of Communicable 

Diseases and on Food Safety was approved by the Cabinet. 

The following are IHR-related laws/regulation/government instruments. 

(1) Law on Public Health 

(2) Law on Medical Service 

(3) Law on Prevention of Communicable diseases 

(4) Law on Medicine Management 

(5) Law on Food Safety 

(6) Law on Public Sanitations 
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(7) Border Sanitary Quarantine Law 

(8) Law on Anti-epizootic 

(9) Border Quarantine Law for Animals and Plants 

(10) Law on Environment Protection. 

The current priority areas are to strengthen the detection, reporting, 

verification and control of public health events and to strengthen capacities 

at PoEs.  

5.4 India 

India is a federation with a union government at the national level and state 

governments at regional levels. Public health is a state subject under the 

Constitution of India, and as a result, the primary responsibility for public 

health vests with the provincial governments. However, the Government of 

India plays the role of regulator and facilitator for health-care services, as 

well as providing these services directly.  

The Commission on Review of Administrative Laws recommended 

replacing the Epidemic Diseases Act 1897. Enactment of Bill–2012, a 

comprehensive legislation on public health (Prevention, Control and 

Management of Epidemics, Bio-Terrorism and Disasters), is under process. 

The priority areas are to make provision for public health emergencies for 

prevention, control and management of epidemics, dangerous epidemic 

diseases as well as the consequences arising out of disasters, bio-terrorism 

or threats thereof. Specific priority areas include: 

 strengthening of surveillance and response system 

 strengthening laboratory networks across the country, 

 monitoring PoEs and border crossings 

 disaster management including radiological and chemical 

emergencies. 

As far as international obligations are concerned, there are multiple 

acts on public health enacted by the Government of India and various state 

governments including: 
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(1) The existing Epidemic Diseases Act 1897 and the proposed 

Public Health Act 

(2) Indian Aircraft (Public Health) Act 1954 and the Indian Aircraft 

Act 1934 and rules thereunder 

(3) Environmental Protection Act 1986 and other related acts 

regulating insecticides, hazardous substances etc. 

(4) Food Safety Standards Act 2006 and Regulations 2011 

(5) Atomic Energy Act 1962 and Atomic Energy Radiation Protection 

Rules 2004. 

The way forward is through the Enactment of Public Health Act and 

the strengthening of institutions involved in the investigation, diagnosis and 

control of disease outbreaks. The immediate objectives are: strengthening 

port health organizations, strengthening of surveillance and response system 

under integrated disease surveillance project, and the national centre for 

disease control, as well as human resources training and development.  

The long-term objectives are the establishment of a separate public 

health cadre, the establishment of regional centres for disease control, and 

strengthening of the national laboratory network. There is also a plan to 

enhance resource allocation for health, including public health, to the level 

of 3% of GDP. 

5.5 Indonesia 

Indonesia had conducted assessments of relevant legislation, regulation, 

administrative requirements and other government instruments for IHR 

(2005) implementation, and the national policies to facilitating IHR NFP 

functions and IHR technical core capacities have been reviewed.  

As well, the recommendations following the assessment and review have 

been implemented.  

The law/regulations/decrees that support for IHR (2005) 

implementation should include: 

(1) 2004 Guidelines for Implementations of Early Warning Outbreak 

System,  



Report of a Regional Workshop 

20 

(2) 2005 Determination Condition of Extra Ordinary Event of Avian 

Influenza,  

(3) 2010 Drinking Water Quality Requirement,  

(4) 2010 Guidelines for Implementation of Health Quarantine on 

PHEIC control,  

(5) 2010 Organizing and Functioning of Ministry of Health,  

(6) 2010 Standard Operating Procedures at Point of Entry  

(7) 2011 Food Service Hygiene and Sanitation. 

The following law/regulations/decrees need revision: 

(1) 2007 Guidelines for Health Measures at Port Health Office,  

(2) 2007 Guidelines for Health Quarantine at Port Health Office,  

(3) 2007 Technical Guidelines for Environmental Risk Control at 

Port, Sea Port and Cross Border 

(4) 2010 Indicators of Sub-Directorate Health Quarantine and Port 

Health. 

The 2003 decree on Guidelines for Implementation of Surveillance 

System is currently being revised.  

The following law/regulations/decrees have a component of international 

obligation:  

(1) 1962 Sea Quarantine 

(2) 1962 Air Quarantine 

(3) 1984 Outbreak 

(4) 2006 Act on Amendment 

(5) 1995 Law on Concerning Customs 

(6) 2008 Act on Hajj Operation of Worship 

(7) 2009 Act on Flight 
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(8) 2009 Act on Port 

(9) 2011 Act on Immigration 

(10) Presidential Regulation No. 79 of 2011 on Foreigners Tourist 

Ship Visit to Indonesia.  

Regarding public health legislation, there have been considerations 

for: 

(a) amendment of the epidemic law to broaden the scope of 

hazards as well as mechanism of sharing information; 

(b) development of a new quarantine law to replace the current Sea 

Quarantine Law and Air Quarantine Law; 

(c) development of legal basis for national surveillance networking; 

and  

(d) establishing a national committee on IHR implementation in 

order to develop a national policy of IHR implementation.  

In addition, there are also considerations for issuance of a ministerial 

decree appointing the IHR NFP and development of the early warning and 

response systems operational legal basis. 

5.6 Maldives 

Maldives is in the process of preparing and revising several laws and 

regulations in relation to health and targets for achieving core capacities for 

IHR (2005) by mid-2014.  

The law/regulations/instrument that have an international component 

include: 

(1) Health Protection Act 7/2012, effective since gazetting in 

December 2012 

(2) Disaster Management Bill (draft) 

(3) National Standards for Clinical Laboratories 

(4) Regulation for Ports 
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(5) Customs Act (8/2011) and regulations 

(6) Animal Health Bill (draft) 

(7) Regulation on Animal Imports (in use) 

(8) Regulation on Food Imports 

(9) SOP for the inspection and certification of vessels used for 

fishing for export 

(10)  Environmental Protection and Preservation Act (1993/4) 

(11)  Pesticide Bill (draft) 

(12)  Narcotic Substances Act (2011) 

(13)  Medicines regulation. 

The priority areas for revision of national legislation are to align the 

Health Protection Act with the IHR (2005) so as to minimize interruptions 

of international travel and trade. Specific priorities  include the revision of 

the IHR (2005) coordination mechanism, human resource requirements, 

laboratory standards including transport of dangerous substances, Animal 

Health Bill and Poisonous Substances Act, as well as regulations for 

pesticides, insecticides and industrial poisons, hospital radiation protection 

standards and hospital radiation leak response. 

In the short term, regulations under Health Protection Act were to be 

completed within one year of publishing – i.e. by December 2013. IHR 

(2005) core capacity-building (including training) will be completed by mid-

2014.  

The establishment of a coordination and monitoring mechanism is 

intended for the long term. 

5.7 Myanmar 

In Myanmar, the existing legislation on public health includes  

(1) Public Health Law 1974 

(2) Prevention and Control of Communicable Disease Law 1995 
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(3) Law Amending the Prevention and Control of Communicable 

Disease Law 2011 

(4) Industrial Zone Law 2006 – incompliance with IHR (2005).  

There are also customs-related acts and regulations, including the 

Land Custom Act 1924, Sea Custom Act 1960 and other laws with a 

customs component including the Control of Import and Export Law 1947, 

Aquaculture Law 1984, Forest Law 1992, Plant Pests Quarantine Law 

1993, Protection of Wild Life, Wild Plant and Conservation of Natural 

Areas Law 1994, and National Food Law 1997. 

In accordance with the obligations of IHR (2005), the Prevention and 

Control of Communicable Disease Law was reviewed and amended on 

20 March 1995 and enacted on 27 January 2011. Some of the existing 

laws will necessarily require amendment. 

5.8 Nepal 

In Nepal, the Infectious Disease Act 2020 governs the control of 

communicable diseases. The Ministry of Health and Population has 

prepared a new draft Infectious Disease Control Act, which will be 

submitted to Parliament for endorsement and approval. 

The objectives of the new Infectious Control Act are to establish the 

necessary legal measures for prevention and control of any infectious 

diseases or any PHEIC that pose a potential threat within the territory of 

Nepal to protect the health of the people of Nepal and visiting foreign 

nationals, understand the nature and extent of illness or threats in question, 

and regulate uninterrupted trade and transit at international borders, as far 

as possible. 

Under the new Infectious Disease Control Act, an institution shall be 

designated as a focal point for all IHR-related activities performed by the 

state. 

The government believes the implementing authority and concerned 

staff shall consider human rights to be of utmost importance. The 

authorities will be guided by the responsibility to prevent the national and 

international spread of infectious diseases and other public health risks. 
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5.9 Sri Lanka 

Sri Lanka too is actively involved in implementing the IHR (2005) 

since 2007. The Epidemiology unit and Director of Quarantine have been 

identified as national focal points for IHR implementation. A national 

steering committee consisting of relevant stakeholders chaired by the 

Director-General of Health Services was appointed to monitor the IHR 

(2005) implementation progress. The assessment of available legislation 

related to facilitate the implementation of IHR was also completed. 

Identification of new legislation or expansion of prevailing legislation for 

proper implementation of IHR (2005) is in progress. 

The following are the current IHR-related laws:  

(1) Quarantine and Prevention of Diseases Ordinance No. 03 1897 

(2) SARS Regulations 2003 (Chapter 222) 

(3) Quarantine Regulations 1960 (Chapter 173).  

Under the Quarantine and Prevention of Diseases Ordinance, it is 

mandatory to notify heath authorities of 28 disease conditions, including 

ones identified in the IHR. There is a provision to isolate or quarantine 

patients if the need arises, as well as provisions to declare any disease 

condition as a notifiable condition. 

Priority areas for revision of national legislation include: 

(1) screening of migratory workers coming into the country as a part 

of ongoing developmental projects;  

(2) screening of Sri Lankans returning to the country after working in 

different countries that are known to be endemic for some 

diseases; 

(3) expanding the number of selected disease conditions of disease 

surveillance system (currently limited to 28 selected disease 

conditions) to accommodate all PHEIC; and  

(4) establishing a multisectoral collaboration mechanism for effective 

implementation of IHR (2005). 
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5.10 Thailand 

In Thailand, the existing public health- and IHR-related legislation are the 

following:  

(1) Public Health Act 1992  

(2) Animal Epidemics Act 1999  

(3) Slaughtering and Meat Market Control Act 1992  

(4) Food Act 1979  

(5) Consumer Protection Act 1979  

(6) Factory Act 1992 

(7) Dangerous Substances Act 1992 

(8) Atomic Energy For Peace Act 1961 

(9) Updates of several related international atomic regulations 

(10) Dangerous Substances Act 1992 

(11) Disaster Prevention and Mitigation Act 2007 (and new draft 

revision), 

(12) Contagious Diseases Act 1980 (and new draft revision) 

(13) Revision of Food Safety Act. 

In an effort to implement IHR (2005), the major operational issues 

encountered are: applying Annex 2 – Public Health Event of International 

Concern (PHEIC), exchanging information with Members States in Article 

44 when requested, extension to cover all major hazards and fulfilment of 

IHR core capacities in two years or request for extension, and ensuring 24/7 

coordination with Member States, through NFPs.  

5.11 Timor-Leste 

The current national legislation that has international components 

addressing IHR includes: 

(1) Government Decree Law No. 5/2011 on Environmental 

Licensing 
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(2) Government Decree Law No. 24/11 on Licensing of commercial 

activities 

(3) Government Decree Law No. 28/2011 on Regulation of 

Industries Commercial 

(4) Government Decree Law No. 36/2012 on Controlling of 

Exportation and Importation of substance that minimize ozone 

layer 

(5) Government Decree Law No. 21/2003 on legal regime 

quarantine implementation and export of goods in sanitary 

control of international navigation 

(6) Government Decree Law No. 9/2005 on Epidemiological 

Surveillance Systems 

(7) Government Decree Law No. 14/2005 on Authority on Sanitary 

Surveillance 

(8) Government Decree Law No. 39/2008 on Statute of National 

Laboratory 

(9) Government Decree Law No. 5/2009 on Regulation of licensing, 

commercialization and quality of potable water 

(10)  Government Decree Law No. 7/2009 on Regulation of 

Restaurants and similar 

The present plan is to review of all relevant legislations in the short 

term and to review the implementation of the legislation over the long 

term. 

6. Expert review of specific national legislation 

In order to facilitate in-depth discussion about the responsiveness of 

national legislation to IHR-related events, certain country-specific studies 

were initiated and presented during the workshop deliberations. These 

were taken up for India, Indonesia and Thailand. This section describes the 

result of the analysis. 
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6.1 Public health legislation in the context of IHR (2005) in 

Indonesia 

The Government of Indonesia has both an Epidemic Law and a Health 

Law, which enable the provision of health services and mechanisms to 

detect potential epidemic diseases and conduct necessary responses. 

However, these laws do not comply entirely with the IHR requirements in 

term of sharing information with WHO, particularly on non-infectious 

disease hazards (e.g. radio-nuclear or chemical hazards) – particularly for 

the Epidemic Law.  

The policy for implementation of IHR (2005) needs to be 

strengthened and put in place. Functional multisectoral, multidisciplinary 

committees or task forces exist to address surveillance and response for 

public health emergencies of national and international concerns. This is 

partly governed by the Coordinating Ministry of Social Welfare of the 

Republic of Indonesia, which was demonstrated optimally during SARS, 

avian influenza and the H1N1 (2009) pandemic. Similar coordination 

mechanism exists at provincial and district levels.  

Early warning and event detection system is in place with national 

incident rooms and implementation of early warning and response systems 

in various provinces; however, it does not cover all provinces down to 

subnational levels. Responses to any public health events are well 

established; however there are gaps in command and communication at 

various levels of the public health system, as well as in capacities on risk 

assessment and rapid response.  

A health emergency preparedness and response plan for different 

hazards is in place in relevant ministries; however, there are gaps in 

coordination and communication among ministries. Problems regarding 

demand and supply of human resources for health in the various areas still 

exist, and these have limited the implementation of IHR (2005) at all levels. 

For instance, availability of human resource capacities for early detection of 

events due to other hazards is limited.  

Legislation for implementation of IHR (2005) at PoEs and for various 

hazards is either fragmented among ministries or not available. Similarly, 

the surveillance and response capacities are limited for implementation of 

IHR at PoEs and for various hazards. Hence, there is a need to develop a 

legal basis for this, as well as to strengthen surveillance and response 
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capacities to detect and respond to any events at PoEs and/or for other 

hazards. 

A draft Quarantine Act addressing PHEIC issues has been developed 

as legal basis to carry out detect and response activities at PoEs and for 

other hazards, taking into consideration the fact that Indonesia is an 

archipelagic country.  

6.2 Public health legislation in the context of IHR (2005) in India 

India has 28 states and seven union territories and it follows a federal 

system with legislature, executive and judiciary branches, by which the 

national government is at the centre of union and state governments. The 

applicable laws include acts, rules, regulations, ordinances, administrative 

orders. Judicial pronouncements are made by the courts.  

A recent study on public health legislation in the context of IHR 

(2005) in India showed that, of 51 ministries, 19 ministries with  

21 departments have responsibilities related to IHR (2005).  

The study identified 93 relevant laws, 46 acts, 34 rules, six regulations, 

three guidelines, two orders, one notification, two standards and one 

handbook. 

It was found that some of the laws were governed by more than one 

ministry. These include;  

(1) Drugs and Cosmetics Act 1940, governed by the Ministry of 

Health and Family Welfare and the Ministry of Chemicals and 

Fertilizers;  

(2) Environment (Protection) Act 1986, governed by the Ministry of 

Environment and Forest and the Ministry of Science and 

Technology; and  

(3) Infant Milk Substitutes, Feeding Bottles and Infant Foods 

(Regulation of Production, Supply and Distribution) Act 1992, 

governed by the Ministry of Food Processing and the Ministry of 

Women and Child Development. 
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At present, there are 25 international airports, 12 seaports, 15 ground 

crossings at three major land borders. 

There are 21 acts, 12 rules/regulations and four others that are 

relevant to biological hazards. 

In addition, there are 18 acts, 20 rules/regulations and one 

administrative/executive order that are relevant to chemical hazards, as well 

as seven acts, nine rules/regulations and four relevant notifications that are 

important to radio-nuclear hazards. Some of these acts are duplicated as 

some apply to more than one type of hazard. 

The National Centre for Disease Control, Ministry of Health and 

Family Welfare is the nodal institution for IHR coordination and 

strengthening of IHR core capacities. However, surveillance measures need 

to be scaled up in order to meet IHR requirements. Another important 

question related to regional and national mobilization on outbreaks. In this 

context, it was reiterated that disaster events come under the purview of 

the Disaster Management Act 2005. Disaster responses need to have clear 

SOPs to handle emergencies, yet there is doubt about the ability of the 

Ministry of Health and Family Welfare to mobilize resources from other 

ministries in an emergency / impending outbreak a priori.  

Against this backdrop, the way forward is clearly to create SOPs for 

identified situations such as control of entry of hazards at international 

PoEs, on-site containment and/or damage control, and mitigation or 

treatment of afflicted persons. The SOPs would need to be approved by the 

relevant ministries on the basis of a problem-solving approach, and these 

would need to be reviewed periodically. The enforcement of laws and 

related administrative regulations would need attention.  

Further, the mobilization of human resources at PoEs of suspected 

outbreaks and the monitoring of afflicted areas are important tasks for the 

successful implementation of IHR (2005). 

6.3 Thailand’s implementation of Legislation and policies for 

IHR (2005) 

In Thailand, some regulatory authority, control and mechanism systems 

were already in place before IHR (2005) came into force. Many core areas 
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have been improved during 2005–2013. For full IHR (2005) 

implementation, some core areas need further improvement, and this 

requires the enactment of more legislation.  

Actual improvements in remaining core areas have already been 

initiated, but various pieces of legislation are at different drafting stages. 

There are also some operational issues regarding the implementation of IHR 

(2005).  

The Cabinet Resolution is the first principal legislation that recognized 

the need for compliance to achieve implementation of IHR 2005 (5 June 

2007). Recognizing the necessity of fiscal and administrative adjustments, 

the Cabinet approved the Ministry of Public Health’s proposal to establish a 

National IHR Development Plan (24 January 2008). The IHR (2005) 

Committee and subcommittees were established in March and June 2008, 

respectively, to oversee IHR (2005) implementation (Ministry of Public 

Health Announcements No. 287/2008 and 559/2008). The Government 

recognizes that IHR implementation requires large-scale interministerial 

coordination, and therefore many governmental department heads from 

different ministries are appointed as IHR (2005) Committee members. 

Similarly, need for cooperation between public and private entities is also 

recognized and included in the Plan. 

The Ministry of Public Health is the competent authority for the 

Contagious Disease Act 1980 and the Public Health Act 1992. New drafts 

for improving legal provisions are currently with the Council of State. While 

the Ministry of Interior is the competent authority of the Immigration Act 

1979, the Disaster Prevention and Mitigation Act 2007 is under an 

authorized Special Committee.  

Other IHR-related legislation of relevance to the Thai context include 

the following: 

(1) Animal disease control 

Department of Livestock (Ministry of Agriculture and Co-

operatives)  

 The Animal Epidemics Act 1999 

 The Slaughtering and Meat Market Control Act 1992 



Public health legislation for international health regulations (2005) 

31 

 The Poultry Meat and Poultry Meat Product Inspection 

Regulation 2005. 

(2) Food safety 

Ministry of Agriculture and Co-operatives and Ministry of Health 

(Food and Drug Administration) 

 The National Food Committee Act 2008  

 Ministry of Public Health (Food and Drug Administration) 

 The Food Act 1979  

 Special Committee  

 The Consumer Protection Act 1979. 

(3) Chemical and radiation safety 

Ministry of Industry 

 The Factory Act 1992 

 The Dangerous Substances Act 1992 

 The Atomic Energy for Peace Act 1961. 

In support of IHR (2005) implementation, some of the IHR-related 

pieces of legislation are currently undergoing amendments for some specific 

areas. There are also new acts that are at various drafting stages. A number 

of training activities on IHR (2005) was provided by the Ministry of Public 

Health to relevant entities. To comply with the Disaster Prevention and 

Mitigation Act, information on an event that constitutes a national 

emergency is shared via a permanent committee and in regular cabinet 

meetings.  

Certain operational issues in implementing IHR (2005) that need 

attention include  

(1) delays in the enactment of legislation; 

(2) sharing of information across different sectors; 

(3) implementation costs; 

(4) unclear provisions; 
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(5) weighing international public health against other legitimate 

concerns e.g. free trade, freedom of movement of travellers; and  

(6) need to share public health risk information on regular basis at a 

regional level. 

Recommendations from this study include the following; 

(1) WHO guidelines need to be issued to relevant public and 

private entities. 

(2) More capacity-building and networking are needed at policy 

and operational levels. 

(3) A regional coordination unit, e.g. within ASEAN, needs to be 

sensitized and brought on board for IHR (2005). 

7. Tabletop exercise 

It is critical that all countries have the capacity to detect, assess and respond 

to public health events of international concern. Enhanced international 

health security depends on all countries’ commitment to put effort into 

making advance preparations to ensure that the necessary plans and 

processes are in place. The training workshop designed by WHO was 

therefore, mainly aimed at developing country capacities to implement and 

validate public health emergency response plans through tabletop 

exercises. 

A tabletop exercise is an activity in which key personnel assigned 

emergency management roles and responsibilities gather to discuss, in a 

non-threatening environment, various simulated emergency situations.
1

The 

main objectives were to outline WHO event management process under 

the IHR (2005), describe IHR core capacities and indicators, and 

demonstrate the use of tabletop exercises to test core capacities. The 

exercise was thus based on a fictional event occurring in the Region and 

designed to facilitate thinking about practical applications of legislation 

related to IHR. It was used as a means to identifying strengths and 

opportunities in the country.  

________________________ 
1
http://www.uwpd.wisc.edu/documents/What_is_a_tabletop_exercise.pdf 
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The workshop was conducted using a worksheet exercise that 

intended to give participants an overview of the assessment process and the 

current situation with regard to legislation related to IHR (2005). The results 

are for countries’ own information, to enable them to put IHR regulations 

into practice. During the workshop session, the participants had to first 

identify all existing domestic legislation relevant to each subject area and 

function covered under the IHR – as well as legislation for the prior IHR 

(1969) – and to specify any legislation that may potentially interfere or 

conflict with full IHR (2005) implementation. Based on their national 

contexts, the participants then determined the best way to proceed on each 

issue in each of the various areas and functions covered by the IHR. 

8. Conclusions and recommendations 

The participants discussed and agreed on the following recommended 

action points for the Regional Office and Member States:  

 Conclusions 

 Member States are all engaged in the assessment / revision of 

legislation relevant to IHR, but are at different stages in the 

process. 

 Awareness and involvement of different concerned sectors in 

the revision of legislation varies considerably; for example, 

not all discussions involved bodies responsible for chemical 

and radiation safety. 

 The development of appropriate legislation and guidance to 

support the application of the IHR (2005) at PoEs is a 

common concern. 

 It is important that national IHR focal points have the 

necessary legal authority and resources to support all the 

functions that IHR requires of them. 

 Intersectoral collaboration, including a legislative 

component, is greatly facilitated by the formation of an 

appropriately authorized and empowered high-level 

coordinating body. The work of such bodies is helped if roles 

and responsibilities are clearly defined.  
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 Insufficient human, technical and financial resources are all 

important barriers to the full implementation of IHR, 

including the revision of public health and other relevant 

legislation. 

 The identification and engagement of individuals with 

expertise in public health legislation is important. Sharing of 

‘best practices’ in the revision of public health legislation to 

comply with IHR should help other countries. Similarly, 

development of a roster of experts may help to harness 

expertise to support countries. 

 Tabletop exercises involving different intersectoral 

stakeholders can be a useful tool to identify areas where 

mechanisms for response to public health emergencies need 

to be strengthened, including legislative aspects. 

Recommendations 

To Member States 

 accelerating assessments and revising/adopting relevant 

legislation in all concerned sectors (including chemical / 

radiation safety, etc.) and at all levels in order to ensure full 

and efficient implementation of the IHR (2005); 

 ensuring that the assessment process includes legislation 

related to PoEs, in order to facilitate them in the application 

of IHR (2005) at airports, seaports and land crossings; 

 ensuring that national IHR focal points have sufficient legal 

authority and resources to support them in effectively 

performing their functions under the IHR (2005); 

 establishing (or strengthening) an authorized and fully 

empowered intersectoral coordinating body with clearly 

defined roles and responsibilities, and establishing effective 

mechanisms of communication to support the identification 

and assessment of, and the response to, any significant 

public health event; 

 harnessing and strengthening human, financial and technical 

resources to develop and maintain appropriate legislation 
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and then facilitate its application to support implementation 

of the IHR (2005); and 

 undertaking tabletop and other simulation exercises with the 

involvement of relevant stakeholders to strengthen 

mechanisms for response to public health emergencies, 

including legislative aspects. 

To WHO 

 advocating at a high level for the assessment and revision of 

national legislation to comply with the IHR (2005); 

 advocating for the establishment of appropriate intersectoral 

coordinating bodies for the IHR (2005) in Member States, if 

not already formed; 

 facilitating the provision of legal technical assistance to 

Member States upon request in efforts to develop and 

implement legislation to comply with the IHR (2005); 

 initiating or strengthening exchange of information between 

Member States on lessons learned or best practices in 

implementing the IHR (2005), including public health 

legislation; 

 developing a roster of experts with a technical background in 

public health legislation and IHR (2005). 

9. Closing session 

Dr Soe Lwin Nyein, Director General, Disease Control, Department of 

Health, Ministry of Health, expressed his gratitude for the work of the 

Chairman, Co-chair, Rapporteur and to the participants for their active 

involvement and discussion in the meeting, and to the WHO Secretariat for 

their support, before calling the meeting officially closed.  



Report of a Regional Workshop 

36 

Annex 1 

Agenda 
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 Regional overview of IHR implementation  
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(3) Country experiences 

 Workshop methodology  

 IHR toolkits  
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(5) Summary and way forward 

(6) Conclusion and Recommendations 

(7) Closing  
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